
Brooks, Sept. 15, 1910. He was born in Italy and came to
this country Aug. 1, 1910. One week after arrival he began
to have slight pains in the right lower quadrant; three weeks
prior to admission the pains became worse; the patient lost
appetite, and began to run down in health; one week later he
had severe pain, with vomiting. Following that the patient
felt poorly but without acute pain until September 14, when
it became severe again, with vomiting; bowels moved daily;
no urinary symptoms; had several chills.

Physical Examination.—The patient was a well-developed
boy; temperature 99 F., pulse 116, respirations 34, white
count 10,000 ; lay with knees flexed ; tongue heavily coated ;
abdomen distended and tender in lower portion; large mass

palpable, extending from level of umbilicus on the right, across
median line to the crest of ilium on the left. Rectal examina¬
tion was very painful. It revealed a tense, fluctuating mass,
continuous with the abdominal mass, bulging into the anterior
wall of the rectum.

Operation.—Sphincter dilated, anterior wall of rectum
incised with knife, pus reached, opening dilated with half
lengths and about one pint of pus evacuated; some bleeding:
T-tube inserted. Patient sent to ward in good condition.

Convalescence.—The patient pulled out the tube within an
hour. Shortly afterward he got out of bed and emptied about
10 ounces of pus and blood out of his rectum onto the floor.
The tube was omitted after this. A small amount of pus
discharged daily from the rectum. The abdominal mass grad¬
ually subsided ; the temperature reached normal on the fifth
day. The rectal wound was explored with the finger every
two or three days. Enemas were used as needed. The patient
made steady progress and was discharged in excellent condition
September 29, the fourteenth 'day.

Subsequent History.—Letter of Jan. 14, 1911, stated that
the patient was well and had been so since the operation. He
did not report for examination.

213 Beacon Street.

X-RAY LOCALIZATION BY
CONSTRUCTION

A MODIFICATION OF THE MC KENZIE-DAVIDSON METHOD

HENRY F. PIPES, M.D.
Captain, Medical Corps, U. S. Army

TAKOMA PARK, D. C.

In this method of localization two exposures are made
on the same plate. McKenzie-Davidson's description1 of
this portion of the technic is as follows:

Two wires at right angles to each other are placed on the
photographic plate, film, or paper. The Crookes tube is then
placed with its anode at a measured distance from the plate
and exactly perpendicular to where the wires cross. The tube
is fixed in a holder which slides in one plane. Further, one of
the cross-wires must be in exactly the same plane as that in
which the tube is to be displaced. The wires being painted
over with some pigment, the part to be photographed is placed
on the plate and carries with it the mark of the cross wires.
The tube is then displaced to a measured distance to one side
of the perpendicular, and an exposure given, then to a cor-

responding point on the other side of the perpendicular, and
another similar exposure given. The resulting negative shows
double images from the two different points of view. A fur¬
ther precaution is necessary, viz., to mark one quadrant of the
plate and the corresponding quadrant on the patient's skin.

The plate is developed, fixed, and dried. It is then
placed on an illuminating box, the film side next to the
operator.

Figure 1 is a drawing made from a plate exposed
according to McKenzie-Davidson's technic, showing the

1. Davidson, J. M., and Hedley, W. S. : A Method of Precise
Localization and Measurement by Means of Roentgen Rays, Lancet,
London, Oct. 16, 1907, p. 1001. Williams: Roentgen Rays in Med-
icine and Surgery.

localization shadows of a needle suspended in a paste¬
board box. The location of the needle is to be ascer¬
tained. In this drawing are seen the construction lines
of the horizontal projection, which is drawn directly on
the film side of the plate. The plate was exposed at 18
inches distance from the anodal point (point of lumin¬
osity on the target) of the tube which was displaced
laterally 3 inches on each side of the perpendicular.

The lines AB and ab represent the shadows of the
needle. On the horizontal are marked points C and D,
3 inches on each side of the perpendicular cross-line,
indicating the position of the tube during the two expos¬
ures. From C and D, lines CA and Da are drawn, con¬

necting C and D with identical points in the two shad¬
ows. These two lines intersect at a point X. The quad¬
rant in which X falls is noted and the perpendicular
distances of X from the two cross-lines bounding the
quadrant are measured and found to be 19/16 inch and

FIG.
HORIZONTAL PROJECTION

1"/1ß inch, respectively. Similarly, the point Y is found
by drawing the lines CB and Db,, and its distances from
the two cross-lines determined. These measurements
are, 2% inches and 2 inches. By connecting X and Y
the line XY gives a horizontal view of the needle. By
applying these localizing measurements for X and Y to
the corresponding quadrant on the pasteboard box, the
horizontal locations of X and Y are found.

To determine the distance of the needle from the
plate at the time of exposure (which practically coincides
with depth) a vertical projection is made. Figure 2
shows this projection. On a sheet of paper a long
straight line is drawn. Two points are marked on this
line, G and H, 18 inches apart. This represents the
distance of the plate from the anodal point of the tube
at the time of exposure. Through G and H two per¬
pendicular lines are erected, EF and bH, the former
representing the plane of the tube displacement, the
latter the plane of the plate. Points E and F on line EF
are each 3 inches distant from G, and represent the
lateral displacement of the tube from the perpendicular.
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On the line bE, two points, A and a, are marked 13/1ß
inch and 21/1S inches, respectively, the distances of A
and a from the perpendicular cross-line on the plate as
determined by actual measurement thereon (see Figure
1). The lines AE and aF are drawn intersecting at
point X, which is found to be 2% inches from line bH.
This is the exact distance of point Aa of the needle from
the plate at the time of exposure. Similarly, point Y is
found by marking on line bH points  and b, iy2 inch
and 35/te inches, respectively, from H, the distances of
 and b, respectively, from the perpendicular cross-line
on the plate (see Figure 1), and drawing the lines BE
and bF. Y is 43/io inches from the line bH. By con¬

necting X and Y the line XY gives a vertical view of
the needle.

By these measure¬
ments of depth in con¬
junction with those of
horizontal position
heretofore obtained,
the location of the
needle is determined.

Certain points are
to be emphasized in
this method. In the
horizontal projection
the quadrant in which
the points of intersec¬
tion of construction
lines fall is to be
noted, and the per¬
pendicular distances of
these points from the
bounding cross-lines
obtained. In the ver¬
tical projection, when
localization shadows of
the same point fall in
different quadrants,
tare must be taken to
transfer the measure¬
ments to the proper
side of the perpen¬
dicular, either right or

left, as indicated on
the plate. In drawing
the projection lines in
both projections, in
order to connect the
points marking the
positions of the tube
with their corresponding shadow points, these lines
must intersect. It is to be noted that the horizontal
projection is drawn directly on the film side of the plate.
This insures simplicity and accuracy in technic, but it
can be made on paper similar to the vertical projection.

By geometrical construction such as has been
described, no special apparatus is required, and for this
reason the method is particularly available for those
radiographers who have not provided themselves with a

localising apparatus. It is to be noted that no special
knowledge of mathematics is required in this solution of
the localization problem as the various projection lines
can be drawn by a rule of thumb. Again, by localizing
several points on a foreign body and connecting them
by lines, actual size, vertical and horizontal views of the
body are obtained and permanently recorded in a draw¬
ings a feature of distinctive value to the operator.

Waller Reed General Hospital.
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THE SUCCESSFUL TREATMENT OF A CASE
OF ILLUMINATING GAS POISONING

WILLIAM RAVINE, M.D.
CINCINNATI

In looking through the literature and statistics on

illuminating gas poisoning one is struck by the meager-
ness of the reports and by the variety of nomenclature
used in describing cases. One finds, for instance, descrip-
tions under the titles "Asphyxia," "Coal Gas Poison-
ing," "Carbon Monoxid Poisoning," "Poisoning by Nox-
ious or Irrespirable Gases." In the several instances the
cases have been the result of blowing out of gas lights,
either because of ignorance or with suicidal intent ; care-
lessness in heaping clothes on gas fixtures in such a way
as to turn the cocks; leaking of gas fixtures; badly con-
structed or worn-out stoves and fixtures; or, as in my
case, the overturning of a gas heater by an individual
alcoholically stimulated to the point of carelessness.

During years 1900-1910, there were ten cases of illu-
minating gas poisoning at the City Hospital with six
deaths.

Illuminating gas contains:
Per cent.

Carbon monoxid....12 to 28
Carbon dioxid.... 0.3
Hydrogen. 30.35
Marsh gas.'. 21.45
Nitrogen. 6

The carbon monoxid in this mixture of gases is the
cause of the symptom-complex. Carbon monoxid has
200 times greater affinity for hemoglobin than oxygen,
and, therefore, the life of an individual can continue
only so long as the hemoglobin is able to attach enough
oxygen to itself to maintain the process of oxidation
essential to life.

SYMPTOMS

Carbon monoxid gas has no influence whatever when
applied directly to nerve and muscle;1 when it acts
through the blood, however, phenomena appear which
are indicative of primary stimulation, but which cause,
secondarily, paralysis of the nervous system. Thus there
occur at first severe headache, great restlessness, excite¬
ment and increased cardiac and respiratory activity,
salivation, tremor, twitching and spasm, followed by
mental confusion, exhaustion, drowsiness and paralysis
and loss of consciousness, labored stertorous breathingand finally complete loss of sensibility, and death.

Thompson,2 in a series of ninety cases, reports a leu-
kocytosis in eighty cases, which he thinks is due to some
specific action of the gas, and which is' similar in its
cause to the leukocytosis that occurs in ptomaine
poisoning.

In all the cases reported in the literature there was in
the early stages a subnormal temperature. The maxi¬
mum temperature is usually attained on the first day.The highest temperature reported is by Steele.3 The
patient was a girl of eight years, who, when first seen,
was in a state of coma. The temperature began to rise
rapidly and within eight hours had reached 110 F.,
accompanied by a pulse rated at 215 per minute. In
this case there was a complete recovery in six days fol¬
lowing the use of cold sponges and inhalations of oxygen.In all the cases reported the pulse has been accelerated

Read before the Medical Research Society, Cincinnati, March 2,1911, at the suggestion of Professor Forchheimer, to whose courtesyI am indebted for the permission to report the case.
1. Landois: Text-Book of Human Physiology. Ed. 10, 1905, p. 58.2. Thompson, W. G.: Tr. Assn. Am. Phys., 1902.
3. Steele: Philadelphia Med. Jour., Feb. 16, 1901.
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